
When the price of thermometers has been much
reduced, most of our patients will have their own
thermometers ; this will render the care much easier
thiin if one be used for different patients. But even
in those ideal days, the practitioner will always have
his transient patients who do not possess such an
article, and some practical method is necessary to
keep the thermometer as near surgically clean as

possible.
Not much, to my knowledge, has been written

on this subject in standard text-books. Perhaps
the importance of cleansing the instrument is so
evident to physicians that it may be the reason why
so little is written pertaining to it. In consulting
several standard modern surgical works, in only
one did I find mention of this subject, and then but
three lines were devoted to the matter. In another
work, about fifty pages were given to an admirable
monograph on antisepsis, but no reference made to
the thermometer ; yet this instrument plays an im-
portant, part in the care of the surgical as well as
the medical patient.

It seems to me that the best method to keep the
thermometer free from germs is to copy the hospital
method of placing it, while not in use, in an anti-
septic solution ; this necessitates carrying the agent
used.

It is not practicable to carry antiseptic solutions
except in a thermometer ease. I have found from
experience that alcohol is the best basis for the anti-
septic agent. For several mouths I carried the case
filled with alcohol ; before and after using the ther-
mometer, it was washed in cold water, preferably
running water from faucet, and after use placed in
alcohol in the case.

For the past two years, I have used corrosive sub-
limate, and alcohol 1-5000. The only objection
to alcohol is the odor, but this objection is over-
come to some extent by flavoring the solution
with ol. gaultheriœ (one drop to four ounces of solu-
tion is sullicient). If the thermometer is carefully
handled, no alcohol being spilled, there will be no

perceptible odor.
The bichloride solution is not as suitable for

metallic cases as it is for the ordinary hard rubber,
but may be used. Alcohol with some suitable
antiseptic that has no effect on the metal, such as
¡i solution of thymol, soda salieylatc and alcohol of
required antiseptic strength, is preferable.

The objection to plain alcohol is its doubtful
cllicacy as an antiseptic. I have had an ordinary
cheap thermometer immersed in 1-5000 bichloride
in absolute alcohol, in a hard rubber case, several
weeks at a time, and found no appreciable effect on

markings of the thermometer. It, may in time
impair the markings on glass, but as yet I have had
no difficulty in this direction.

The solution has apparently no injurious effect
on the hard rubber case. No doubt the strength of
corrosive sublimate could be increased to 1-2000.
Possibly alcohol increases the antiseptic effect of
corrosive. I do not consider the other antiseptic
agents, as I deem this the best for the purpose.
Alcohol if spilled on the clothing dries quickly ; it is
so volatile that the odor rapidly disappears. It has
no special injurious effect on ordinary fabrics,
which cannot be said of carbolic, permanganate
and other ordinary antiseptics. When convenient,

other antiseptics may bo used to supplement the
solution for cleansing the thermometer before and
after use, and the thermometer should at least be
cleansed in clear cold water before and after using.
Solution in the thermometer case should be changed
quite frequently.

The antiseptic effect of bichloride is so well
known that we need not discuss its qualities as

compared with other antiseptic agents. The " United
States Dispensatory," the eighteenth edition, says
that " corrosive sublimate is one of the most powerful
of known germicides, a solution of one part of it in
twenty thousand of water being sufficient to kill
micrococci and bacilli in active growth ; whilst a
solution of one thousand will rapidly destroy bacte-
rial spores. According to Koch, as little as one

part of corrosive sublimate in three hundred thou-
sand of a proteid solution will prevent the genera-
tion of the spores of the bacillus of anthrax."

The temperature should never be taken by mouth
in diphtheria, syphilis, pulmonary tuberculosis,
typhoid and many other contagious cases unless
the most rigid antisepsis be employed ; in fact, I
think the, temperature should never be taken by
mouth or rectum unless one is sure that the ther-
mometer is practically sterile. I have never known
of disease being transmitted by the thermometer,
but transmission of disease from unclean thermom-
eters is within the range, of possibility. While I do
not claim that the method advocated procures
thorough sterilization, I think it is far safer than
the ordinary method used.

To Bum up, I would say that the practical methods
of eliminating transmission of disease by thermom-
eter are :

(1) Separate instrument for each patient.
(2) The hospital method of keeping the ther-

mometer immersed in antiseptic solution, when not
in use.

(3) Keeping in the thermometer case a solution
of bichloride and alcohol (1-5000 to 1-2000).

Medical Progress.
REPORT OF PROGRESS IN LARYNGOLOGY.

BY A. COOLIDGE, JR., M.D., BOSTON.

l'AKAl'FIN INJECTIONS.

During the past year the subcutaneous injection
of paraffin to correct deformities, especially of
the nasal bridge, has been several times reported.
Great care must be taken to secure a perfectlyaseptic mixture of fats and to inject it at a
proper temperature. If too fluid there is dan-
ger of fat embolism. In one case a portion of the
injected fat reached the upper eyelid, and was re-
moved with difficulty ; this can be prevented by firm
pressure at the root of the nose. A number of
cases are reported by Harmon Smith,1 with the
suggestions and precautions which he has formu-
lated. It is absolutely essential to have the par-
affin melt at a sufficiently low temperature to
ensure ready injection. Á special paraffin de-
signed for these injections melts at 110° F., and is

'Moil. Uüv. of Rev., Sopt. 25.
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furnished in test tubes scaled and sterilized. The
possible dangers are: infection, embolism and
deformity from hyper-injection, with inability to
reduce the quantity of injected paraffin, or with
pressure necrosis. The paraffin, in a closed tin
receptacle, is placed in a hot-water boiler anel
boiled. It is allowed to cool to about 115° F. and
drawn up into a specially devised syringe which
may be sterilized in the same water bath with the
paraffin ; a screw force exerted on the piston
rod is suliicient to force the paraffin out even at ¡i

temperature of 90° F. No expedition at all is
necessary, as the paraffin may remain in the syringe
at the temperature of the room and then be ejected
without difficulty. When the paraffin is semi-solid
it winds out from the needle in a thin cylindrical
thread, but with suliicient force to uplift any tissue
not held down by fibrous adhesions. In injecting
in this way ample time is allowed for molding anel
smoothing the injected paraffin, and the danger of
hyper-injection is minimized. The paraffin be-
comes so intimately imbedded in the meshes of the
connective tissue that it is almost impossible to
remove it without also removing considerable
tissue. No peculiar sensation has been experienced
by the patients, except that a sense of numbness
immediately follows the operation. The needle is
introduced away from the point of greatest de-
formity anel its point is carried forward slightly
beyond this, being gradually withdrawn as the in-
jection is made. As the pressure is felt beneath
the fingers, molding and smoothing the surface
begins. This shouleí be continued throughout the
operation, thus preventing the paraffin collecting
in lumps, giving rise to an irregular surface. Ice
cloths are applied for twelve to twenty-four hours,
according to the amount of edematous swelling
and inflammation which may immediately follow.

OZF.NA.

Up to the present time all theories on the etiology
of ozena have been more universally criticised than
accepted ; neither has any treatment been brought
forward which has established a place for itself.
Griinwalel 2 maintains that in most cases, if not in
all, the cause is to be sought in some suppurating
focus. The secretion is almost always fluid to
begin with, generally inoffensive when fresh, but it
may become dry from mechanical causes, the more

frequent of which arc a stickiness due to infection
by the bacillus mucosus and an abnormally large
nasal cavity. The atrophy, if there is anything
more than lack of development, he considers due
to infection anel pressure by the crusts. The odor
arises from putrefaction. In a general review of
the subject of ozena, Barth3 points out that sup-
puration, especially in the accessory cavities, is usu-

ally found in adults, ozena in youth, and in the
latter condition the patient is not aware of the
characteristic odor, whereas in the former the op-
posite holds good. Briegcr anel Bosworth believe
ozena to be the result of purulent rhinitis. Chati-
veau believes it to be a neuropathic degeneration,
but this is more likely to be a result than a cause.
E. Fränkel, Hajek, etc., have proved that the
bacillus mucosus is accidental anel has no etiolog-

ical significance. Zaufal declares that the cause
of ozena is a rudimentary development of the infe-
rior turbinate ; as a result there is a loss in nor-
mal secretion and a lessening of its bactericidal
power. The noses of cultivated people are usually
well formed and narrow ; those of negroes and
European children wide and flat. In the latter
case the type changes towards adult age, except in
cases of ozena, where we have an arrest of
development.

In regard to treatment, the first indication is the
cleansing of the nose. Inserting foreign bodies,
the use of diphtheritic scrum, thyroid gland sub-
stance and electrolysis have all been tried, with
but temporary benefit. An ingenious application
of paraffin has been reported by Richard Lake,
who injected paraffin subniiicously, thus making an
artificial turbinate, by which the extreme breadth
of the nasal cavity was reduced. Five minims
were injected ¡it weekly intervals, leading to a
marked improvement in the local appearance and
subjective symptoms.
AN OPERATION FOB THE COBBECTION OF DEFLECTED

SEPTUM.

The operations introduced In recent years for the
correction of deflected nasal septum may be classed
under the heads of crushing, flap and resection. A
method under the latter head has been developed
by Kyle,4 which consists in removing a V-shaped
piece, or a number of V-shaped pieces, not only
from the cartilaginous, but also from the bony sep-
tum. In this way the redundant tissue is removed
and the resiliency is broken. In order not to en-

danger the blood supply the incisions should be
parallel with each other, and the V-shaped pieces
removed should not include the mucous membrane
of the opposite side. In certain deflections where
the  redundancy is excessive, a large V-shaped piece
must be removed. While in nearly all cases it is
necessary to make more than one incision, it is
rarely necessary to make more than two V-shaped
cuts. The other incisions in the septum should be
made with the thin saw merely to lessen the resili-
ency and permit its being easily molded into shape.
The length of the cut will depend entirely upon the
extent of the deflection. This is also true of the
V-sluipcd piece to be removed. A sufficient num-
ber of incisions should be made and sufficient tissue
removed to allow the septum to be placed in line
and supported there by means of the nasal tube.

There should be no pressure from this tube, as it
acts merely as a support.

An instrument devised by Fetterolf5 often simpli-
fies and shortens the operation, very much. The
instrument comprises the elements of both a saw
and a file. The edge is curved and consists of a

series of ticth, half of which cut when the instru-
ment is pushed anel the other half when it is pulled.
With a finger in the concave side to act as guide,
either one or two grooves are cut through the sep-
tum as far as the perichondrium of the opposite
side. After the grooves are satisfactorily made,
the Adams forceps is introduced and pushed to the
floor of the nose. The lower fragment of the sep-
tum is broken from its basal attachment and twisteel

2 Arohiv. f. Lnryngol. u. Bhinol., xlll, 2,
» Fortschrlt. dor Mod., No, 38.

4 Laryngoscope, Anglist, 1902.
'' Amor. Med., March 1.
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toward the opposite side. The other segments are
then pushed over, and if two cuts have been made
a Blight amount of pressure with the finger will be
suliicient. The operation is finished by the intro-
duction of a tube.

THE IMMUNIZATION TREATMENT OF IIAV FEVEB.

Two years ago the ingenious attempt to establish
an immunity against the irritating pollen of rug-
weed by previous internal administration of a de-
coction of the plant was suggested by Curtis and
used by him in a few cases. In order to give this
method of treatment a careful trial, lngalsfi gave
to twenty patients who were sufferers from autumnal
catarrh a combination of equal portions of a fluid
extract of ragweed and of golden rod. The patients
were directed to take a elose of the mixture about
ten minutes before each meal and one at bedtime.
The first dose was two minims, each succeeding
dose was two minims larger, until ¡in adult patient
had reached the maximum dose of twenty minims
of the combined fluid extracts. They were directed
to continue for a week or two, providing it acted
favorably. Then if no symptoms of the disease
were present it was to be discontinued, but it was
to be taken again upon the reappearance of any
symptoms. A mixture containing rcsorcin and
adrenalin as a spray was also prescribed. Eighteen
patients thus treated reported the results as they
had observed them. Of these, twelve believed that
they were relieved by the internal remedies. In
several cases as the symptoms subsided the medicine
was discontinued, whereupon the symptoms reap-
peared, but again speedily disappeared upon recom-

mencing the use of the medicine. Eleven were

subject to asthma during the attack, and half of
these reported benefit or entire relief from the
asthmatic symptoms. The preparations used were

hurriedly obtained, anel the best method of giving
them unknown, consequently the value of the
method is as yet uncertain.

NEUVES OF THE MUCOUS MEMBRANE IN CASES OF
NASAL NEUBOSES.

In two cases of marked nasal reflex neuroses

Lewy7 found in the mucous membrane of the lower
turbinate an extraordinarily large number of rather
thick nerve filaments, just under the surface. The
comparison of this mucous membrane with that
from fbe same place in normal subject» was very
striking. In both these cases the mucous mem-
brane was removed because it was swollen, and in
both the reflex disturbances were much relieved by
the removal.

FIBROID TUMOBS OF THE NASO-P11AKYNX.

A proper description and classification of these
tumors is uncommon in our textbooks of laryngol-
ogy as well as of surgery. They are confounded
with retro-nasal mucous polypi, which grow from
the nasal fossa; into the pharynx, and with sarco-
mata. In an excellent paper on tumors of the naso-

pharynx, Quinlan8 separates and describes these

fibroids. The tumor is generally described as origi-
nating from the basilar process of the sphenoid, the
upper cervical vertebra;, or the internal plate of the
pterygoid process. While histologically benign, they
are clinically malignant, from the tendency to recur.

They tend to afflict youthful males. Their broad
area of insertion is responsible for the numerous
radical operations elevised for their extirpation as
well as the many methods of attacking them through
the natural passages.

There is another type of naso-pharyngeal fibroid
which agrees with the preceding in originating
from the liase of the skull and affecting young males
by preference, but which differs from it in becoming
stationary after ¡i certain size is attained. The use
of the term angioma is to be condemned ; for while
différences exist in the vascularity of fibroids, a
true angioma in this locality is not recognized by
pathologist». The procedures for the removal of
these typical growths must ¡ill be regarded as merely
palliative operations until it can be shown that re-
currence has not taken place over a given period.
The ultimate termination of these cases with or
without treatment is seldom described.

These tumors are distinguished by unusual firm-
ness of texture and breadth of attachment and
from the fact that they stand in no definite relation-
ship with the nasal fossa». They need not originate
from the base of the skull, for they have been ob-
served to grow from the vertical column, pterygoid
fossa, and in fact from all of the osseous structures
which are in proximity to the naso-pharynx, save
those which make up the nasal fossic themselves.
For their removal the forceps is now often distrusted
by reason of the frequency with which accidents
follow its use ; the same is true of the hot snare.
The cold snare has stood the test of time better
than any other resource. Certain growths are, of
course, beyond its reach. Typical fibromata may
often be removed by simple snaring, while growths
which are intrinsically much less formidable are
sometimes unapproachable by this means.

THE FUNCTION OF THE PIIABYNGEAL TONSIL.

The belief seems to be not uncommon that a

pharyngeal tonsil large enough to be felt with the
linger should necessarily be removed and that the
presence of an "adenoid" implies ¡i pathological
condition. This is largely due to the fact that as

yet no well-defined function of the lymphatic ring
of Waldeyer has been discovered anel that an ab-
normal condition of the ring, or parts of it, is a

frequent source of disturbance. Bricger,'-' in an
exhaustive article, concludes that an enlarged phar-
yngeal tonsil is not of itself a pathological process.
We do not find other lymphatic apparatus, such as

the lymphatic glands, constant in number and size ;
they increase and decrease with the needs of the
organism. The maximum development of the phar-
yngeal tonsil is found at the time of life when there
is the greatest need of protection against bacterial
infection. On the other hand, this increase in size,
which in itself may be designed for protection, is
often not only a mechanical obstruction, but it may
be the cause of pathological processes. The phar-
yngeal tonsil disappears physiologically at an age« Jours, A nier. Moi!. Assoc, June 2S.'

' Archiv, t. Laryngol. u lîlilnol., xll, 1.
" Laryngoscope, November, 11KB. « Friinkol's Archiv., Bö, xll, Hit. 2.
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in which a certain immunity from diseases of child-
hood is established. From a therapeutic standpoint
the removal of a pharyngeal tonsil for suliicient
reasons should not be abandoned, because under
normal conditions it has a protective function. The
rest of the lymphatic ring will carry on the function.
Also, as is shown by Gocrke,1" there is in time a re-

generation of glandular tissue, which under certain
circumstances may be considerable, even after thor-
ough removal of the adenoid. It should be empha-
sized that a large pharyngeal tonsil is not in itself
suliicient cause for operation but any disturbance,
which can iustlv be considered due to the enlarge-
ment may demand its removal.

KERATOSIS OF THE 1'HARYNX.

Until recently the direct cause of the condition
known as pharyngo-mycosis was supposed to be the
growth of the leptothrix buccalis. During the last
few years there is an increasing amount of evidence
that the primary condition is a keratosis occurring
especially in the different parts of the glandular
ring of Waldeycr. This subject has been studied
and well reviewed by Richardson.11

The growth is most abundant on or about the
tonsils or at the base of the tongue. It occurs most
frequently in young robust adults without any con-
stitutional disorders. Usually the condition is ob-
served by the patient or his friends in an accidental
examination of the throat. There is no febrile
reaction nor disturbance of the general system.
An interesting feature of the disease is its tendency
to undergo spontaneous resolution, which occurs at
periods varying from a few months to several years.
Siebenmann .showed the mass to be made up of a

central narrow lumen, containing bacteria, detritus
and mucus, surrounded by an epithelial wall, com-

posed partially of layers of hardened, unnueleatcd
epithelial cell«, and partly of a homogeneous horny
substance. On the other surface of the quills which
projected from the crypts were bundles of lepto-
thrix. He states that the process is an unusually
intense cornifieatiou of the lacunar epithelium,
which terminates in quill formation. Keratosis of
the tonsilar crypts, in a mild form, is not an
unusual but rather a common condition, the pres-
ence of the leptothrix is an incidental one, and
bears no relation as a causative factor, as it is
present in every mouth and is usually deposited
where the epithelial cells arc thickest. On account
of the discovery of sub-epithelial buds, the absolute
demonstration of the epithelial formation of the
quills showing only the manifestation of the spores
on the outer surface, Siebenmann considers his case

clearly demonstrated and desires that the name of
the condition be changed to that of hyper-keratosis
lacunaris. Several observers agree, that there is a

keratosis of the faucial and pharyngeal mucous
membrane in the condition which is commonly
known as pharyngo-mycosis. It is probable that
the manifest changes begin in the sub-epithelial
structures. The facts so far adduced, while they
clarify the atmosphere somewhat as to the condition
of keratosis, have not been of much material aid as
to the etiology of this condition.

THERAPEUTICS OF LABYNGEAL TUBEBCULOSIS.

In a series of lectures at the London Post Gradu-
ate College, Lake lB covers in detail the subject of
laryngeal tuberculosis. Under the head of medical
treatment for the local disease he describes the
remedies which he has found of use. The applica-
tion of cocaine previous to the use of pigmentsshould not be continued longer than is absolutely
necessary. A weak solution, such as a mixture
of cocaine and eucaine, each 10%, will satisfy
all requirements. The most generally known of
all pigments is lactic acid, in any strength from
5% upwards. It is recommended that 20% be used
for the first few days, and that the percentage be
rapidly increased,

—

every third day an increase of
10%. The indication that one has exceeded the
limit of tolerance will be shown by an increase of
edema in the larynx or the presence of edema.
The only other fluid remedy of value is formalin.
For general purposes it is better to commence with
1% and to proceed cautiously up to 10%, the limit
of tolerance being shown by the same manifestations
as in the case of lactic acid. The pain is more
intense but of much shorter duration than that
from lactic acid, and patients who have been treated
with both give the preference to formalin. A com-
bination of formalin and lactic acid has the ad-
vantages of both, anel is superior to either used
separately. The formula recommended is formalin
7%, lactic acid 50%, glycerine 20%, and water to
100%. With all solutions of formalin, whether in
combination or otherwise, a relatively fresh prep-
aration is necessary, formalin vapor being rapidly
given off. Insufflations of powders are useful for
home treatment. Iodoform, chinosol and paraform
are remedial agents, orthoform is a local anesthetic.
The author prefers 50% of paraform and 50% of
orthoform. If one uses iodoform or chinosol it is
suliicient to add only 25% of orthoform. For
tuberculous trouble below the cords, and in the
majority of cases of the cords themselves, no treat-
ment has yielded such satisfactory results as that
of injections into the trachea. The temperature
of the injection should be about 90° F. The amount
injected is immaterial, but should not be less than
¿ oz. In a large number of cases cocaine will
be required. Any coal tar oil may be used, to this
may be added 3%; of nnphthalin and ¿% of oil of
cinnamon. When there is swelling of the aryte-
noids and epiglottis, with or without ulccratiou of
the false cords and of the inter-arytenoid region, one
should confine the treatment entirely to frictions
of the part with one or other of the pigments sug-
gested. But if the ulcération is deep, or if the
swelling of the false cords is of that form which
points to perichondritis, paints should only be used
as an adjunct to operative treatment.

THE CRIC0-THYR0II) MUSCLE.

Barth,13 in a treatise on the function of the crico-
thyroid muscle, concludes that this muscle in con-
tracting generally pulls upward the cricoid and
trachea. This can only take place if the thyroid
cartilage is fixed, and this cartilage, can only be
fixed by simultaneous fixation of the- hyoid bone.

1111 hid.
11 Trans. Amor. Laryngol. Asboc., 11)02.

'• Journ. of Laryngol., Rhlnol. and Otol., Fohruary, 1002.
" Archiv, f. Laryngol., xlll, 2.
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If the muscles which hold the hyoid bone are re-
laxed the crico-thyroid draws the thyroid carti-
lage downwards to the anterior rim of the cricoid,
anel at the same time the hyoid bone is drawn
forward. This movement enlarges the diameter of
the hypo-pharynx and the space between the base
of the tongue and the palate, and increases the vol-
ume and resonance of the voice. When the muscles
holding the hyoid bone are relaxed there is less
muscular effort needed for the production of sound.

IIRONCIIOSCOI'Y.

Recent advance in this subject is to be credited
to Killian and to Ficken, assistant in his clinic in
Freiburg. The latter reports in detail the removal
of a collar button from a point deep in the left
bronchus.1'1

Two attempts were made through the natural
passages. In the first it was found that the inser-
tion of the bronchoscope into the left bronchus
shut off the air from the right lung. In the second
attempt this was avoided by fenestrating the specu-
lum. The foreign body could be seen but could not
be seized. At the third operation the trachea was

opened and the button easily removed with the aid
of the short tracheoscope. In this ease the foreign
body had been in the bronchus four and a half
months, the left lung was seriously affected ¡mil the
patient failing. After its removal the patient finally
entirely recovered. It is improbable that this
button could have been reached in any other way.
After being seen it would have been very difficult
to seize it without the instruments at hand, which
had been suggested by practice with the manikin.
This manikin or model of the air passages was

designed and recommended by Killian as an impor-
tant supplement to the instruments for bronchos-
copy, so that the surgeon may learn the technique
of the operation in advance. Bronchoscopy through
the larynx is necessarily a difficult matter, and is
not applicable to all cases. Through a trachéal
wound the foreign body has in most reported cases
been easily seen, but as it may be friable or slippery
it is not always easily seized, therefore a variety of
grasping instruments should be at hand. This is
the first e:ase in which bronchoscopy has been
attempted through the larynx in an adult under
general anesthesia, although it has been success-

fully done with children. In addition to general
anesthesia which must be deep, cocaine must be
applied to the larynx and bronchi to prevent reflex
cough. For removal through a trachéal opening
a general anesthetic is often not required.

" Beiträge zur kiln. Chlr., xxxlv.

Reports of Societies.
THE MEDICAL ASSOCIATION OF THE GREATER

CITY OV NEW YORK.
Annual meeting, Jan. 12, V903, the president,

Andrew H. Smith, M.D., in the chair.
Dr. William II. Thomson read a paper on the

treatment of uremia.

lie began by saying that correct physiology is
an essential prerequisite of correct pathology. Path-

ology may be said to be physiology under diffi-
culties, but it is physiology still. We must under-
stand normal processes before we can hope to deal
successfully with abnormal conditions. There is
no organ, he went on to say, in regard to which
so many undetermined questions confront us ¡is
the kidney. There are unsolved problems not only
concerning renal disease, but also as regards the
actual working of the organ in health. Experi-
mental pathology has here presented to us a curious
paradox : the more you remove of the kidneys,
the more, apparently, will they excrete. Bradford
found in dogs that if two thirds of both kidneys
were cut away the animals got on very well, and
that they passed both more urine and more urea
than before the operation. If, however, three
fourths of the kidneys were removed, they lived for
some time, though dying eventually. But as long
as they survived there were marked polyuria and
increased excretion of urea, the muscles disintegrat-
ing into urea, and so passing off by the kidney. It
would, therefore, seem as if a small part were

greater than the whole. In explanation of the
polyuria it is claimed that, the glomcrtili of the kid-
ney arc capable of draining off the entire serum of
the blood, and would do so if the fluid were not
reabsorbed. In cirrhoscd kidney there is almost
always considerable polyuria, and this is explained
by the destruction of an extensive surface for ab-
sorption.

The increased excretion of urea when only one
fourth of the kidney is left presents a more difficult
problem. This is supposed to point to an unknown
function of the kidney, by virtue of which the organ
not only excretes urea, but regulates the production
of the latter. Again, it would seem as if the ex-
cretion connected with inorganic substances is a

much simpler matter than as regards the organic.
But scores of animals have been sacrificed to find
out why it is that the chlorides disappear from the
urine in pneumonia, typhoid fever and other febrile
diseases. Having referred to the experiments of
Gushing, Sollmann and others, Dr. Thomson said
that some writers had advised that in typhoid fever
a largo quantity of sodium chloride, should be added
to the patient's milk, and others a small amount,
while still others thought there was no use whatever
in giving any salt at all. There is a diversity of
opinion, ¡mil as physiology is at fault, pathology
must be more or less uncertain.

Clinical experience, however, certainly does fur-
nish us with considerable definite information, so
that the special conditions present in different dis-
eases of the kidney can be recognized. To illus-
trate : Instances occur in which persons apparently
in good health suddenly lind that they cannot pass
a drop of urine. Here there is obstructive suppres-
sion, anel the cases are peculiar and distinctive.
Some time ago he was called in consultation to see
a healthy-looking German who had not passed a

drop of water for eight days. The man was sitting
up and quite comfortable. Fxeept that he felt
weak he, said he would not, know that he was ill.
The attending physician, when first called eight
days before, had used a catheter, without result,
and he stated that the only thing abnormal he no-
ticed about the patient was that the pupils were
somewhat contracted. The pulse was not espe-
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